e R
MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63—-008305

DEPARTMENT OF PUBLIC MEALTH AND WELFAREQ 1 1003 - D STATE FILE NUMBER —
DO NOT WRITE AMENDED Regispimgcﬂo.k R u‘ riuury Ragisteation District No. ____Ragmrar s No -
ON THIS $TUB . o

1. PLCACE OF DEATH 2. USUAL RESIDENCE (Wherc decemed llved. |f institution: Residence before
a, COUNTY a. STATE b. COUNTY admission)

_ Missouri
b. C(I)II;( {If outside corporate:limits, give TOWNSHIP only) Length of stay in 1b €. C(;LY Inside Limits
ToWN St. - Iouis - : town St. Louis Ya O Nop

. FULL NAME QF {1f NOT in hospitsl, give locetion) Iride Limits d. STREET {tf cunide, give location} Raside on Farm
HOSPITAL OR ADDRESS

INSTITUTION D-O-Ao City HDSDital No. Yn§ No OJ 1907 CDle St. . Yes O Ne D

. NAME OF DECEASED First Middle 4. DATE Month . Day Year

(Type ar print) OF :
Clarence E. Killion DEATH 2 10 1963

5. SEX 6. COLOR OR RACE 7. Married 1 Never Mariied 8. DATE OF BIRTH | ¥- AGE {laat birthday) | IF UNDER 1.YEAR IF UNDER 24 HR

Male Colored Widowed [] Divorced 1_1 4-189 62 vrs: Momhnl Days | Hours | Min.

102, USUAL OCCUPATION (Giva kind of work dons | TOb. KIND OF BUSINESS OR INDUSTRY] I1. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) )

Laborer None INlinais Sl
“'13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME : 14. NAME OF ¢ Usﬂﬂn WIFE

311ion Martha Killiop ... - .| Yone: - --— -~ - -—
T 15, WAS.DECEASED EVER 1IN U 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addrass k
(Yes, fio, or unknown) [ (If yés, give war.or dates of I\'ﬁ.lwau €8,

No 3 Mvrtle_AllleSEI.&_hb.._lm_SL.Wiscogsin

18. CAUSE OF DEATH {Enter only one cause pe INTERVAL BEYWEEN
PART L. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CALUSE (8) - - - e-

. ]
Conditions, if any, DUE TO'(b) . ; .
which' gave rise to : ¥ g -
above cause (a), ;Z Dr/
stating the under-

lying sause last. DUE TQ (¢)

PART Il OTHER SIGNIFICANT CONDITIONS CONTR]BU'HNG 10 DEATH but not related 1o the termma] PART 111, If deceased was female was

disease condition given in PART | (a) there a pregnancy in last 90 days.

V5 300
Rev. 4/59

ATE AMENDED

,7_’2'

\

FOLLOWS

T
i

DOCUMENT

INSTEAD OF

-+ ]uD Yes | - No I 1 Unknown

.19, WAS AUTOPSY. 208. ACCIDENT, SUICIDE "HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury .in PA__RT | or PART 1) of item 18.)
- PERFORMED?Z | g - a) . .
* YES{J NO R

20c. TIME OF _ Hobl  Month, Day, Yeer |

=« INJURY a.rm.
p.m.

Y 7 Ul 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f, CITY, TOWN, OR LOCATION
200, wlﬂ‘lLRE A?C\EORREE “farm, factory, street, office bldg., etc.) .
NOT WHILE AT WORX. .

'21. | attendad the d d from—— ‘W - and last 1aw h|m slive.on
o Desth occurlr.;d‘ at. * i : : /ﬂz m on the dan stated above,,and to the beur "of my knawledgn, from'the causés stated.
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MEDICAL c_'ennrlcmon )

USE BLACK INK

273, SIGNATURE {Degrea or flﬂe) Hb ADDRESS 22: DATVE SIGNED

&—re—mﬂ«/ /300 @Za,—ﬁ/ﬁ X-/3-¢3
T2 BURIAL, CREMATION; | 23b. DATE 23<. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, tawn; of county) {Srate)

REMOVAL {Specify) .

i ssouri
Removal 2-1].'.-' 63Auua§ss Greenviood %RE M2 RES : IGN 0
, LD,

TYPEWRITER RIBBON
SHOULD READ

24. FUNERAL DIRECTOR

£11is Funeral Home-2820 Stoddard St. - | FEB 13 1963

BY AFFIDAVIT OF

ITEM NO.




or by

STATEMENT BY LICENSED EMBALMER

-

-

1" hereby certify that 1he Bc;dy ‘whose name’ is recorded on the reversé side of this certificate was embalmed by me,

.Student Erﬁbalmer N/,

working under my personal supetvision.

Student,

Signature.of Student Embaltmer

.Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING (Far!ure to comply

with the above constitutes grounds for revocation of license).
if embalmed by a STUDENT, he also shal! sign in his OWN handwrmng
' If this body is.not embalmed, fact should be so stated above



